Abstract: In this article, I examine vernacular and scholarly practices of de-stigmatization, focusing on the stigma associated with type 2 diabetes. Presenting examples of my own fieldwork encounters with African Americans with diabetes in Columbus, Ohio, I show how practices of contextualization work as discursive tools in vernacular efforts toward de-stigmatization. I use these examples to enter into a broader critical conversation about the contextualizing practices often employed by researchers working with stigmatized communities. Specifically, I call attention to the ways such contextualizing practices can differentiate scholarly and vernacular interpretations into hierarchically ordered categories of analysis, thereby contributing to the very processes of stigmatization researchers are seeking to disrupt.
My ex amination of diabetes-related stigma serves as a reminder that the research projects we set out to do often transform during the course of fieldwork. In November 2007 I started attending a range of diabetes education and community programs in Columbus, Ohio, in order to meet people I could interview for my dissertation. My initial plan was to collect personal narratives about the dietary changes people diagnosed with diabetes were called upon to make; I hoped to analyze how their narrative framings of their foodways interacted with their narrative framings of themselves.
1 I also intended to use these narratives to examine the interactions between institutional and vernacular discourses in social life-more specifically, I was interested in how people made sense of different ways of knowing about food (e.g., nutritional, sensory, cultural) in narrative presentations of self. 2 The more I participated in these public events and programs, though, the more the events themselves became the focus of my 'researcher's gaze,' and my research interests shifted from narrative constructions of self to the ways people engaged with diabetes as a community issue in these venues. This shift led me to turn critical attention to processes of stigmatization (and de-stigmatization) in relat ion to diabetes. To examine these processes, I began a performance-based analysis of vernacular responses to diabetesrelated stigma, one that sought to explore the dynamic relationships between situated speech events and larger structures of power.
A key characteristic of performance is "a higher than usual degree of reflexivity" (Kapchan 1995, 479) . Of course, as Harris M. Berger and Giovanna P. Del Negro remind us, there is a "confusingly wide range of ways in which the term [reflexivity] is used" in the study of performance. Some scholars who invoke reflexivity point to language that refers to itself, while others are concerned with subjects' awareness of themselves as subjects, or they focus on how participants in performance events draw upon shared cultural knowledge to comment on the culture itself (2002, 63) . 3 In taking a performance approach to vernacular responses to stigma that I encountered during my fieldwork, my own attention to the reflexive nature of these performances brought my focus to the practices of contextualization I found within them.
Noting the shift first from text to context and then from context to contextualization following the performance turn in folklore and other disciplines, Richard Bauman and Charles Briggs identify contextualization as "an active process of negotiation in which participants reflexively examine the discourse as it is emerging, embedding assessments of its structure and significance in the speech itself" (Bauman and Briggs 1990, 69) . Context, then, is not merely a residual thing that somehow exists separately from a performance text, but something created in the performance encounter. Drawing on Bateson's notion of metacommunication (1972), Goffman's examination of framing (1974) , and Gumperz's work on contextual cues (1982, 1992) , Goodwin and Duranti similarly call attention to "the dynamic mutability of context" given "the ability of participants to rapidly invoke within the talk of the moment alternate contextual frames" (1992, 5) .
Attending to the reflexive nature of the performances I experienced during my fieldwork, in this article I show how practices of contextualization not only generated frameworks of interpretation for communicative interactions but also served as discursive tools in vernacular efforts of de-stigmatization. Additionally, I draw upon my fieldwork experiences to enter into a broader critical conversation about the contextualizing practices often employed by researchers working with stigmatized communities. More specifically, I call attention to the ways such contextualizing practices can divide scholarly and vernacular interpretations into hierarchically ordered categories of analysis, thereby contributing to the very processes of stigmatization these researchers are seeking to disrupt.
"A type 1 diabetic is just walking down the street . . ." Diabetes refers to a metabolic condition in which the body does not regulate blood glucose levels effectively, though the condition can take more than one form. Type 1 diabetes occurs when an auto immune response leaves the body unable to produce insulin, a hormone necessary for regulating blood glucose levels; genetic predisposition constitutes the number one risk factor for this form of the disease. Type 2 diabetes occurs when the body does not produce enough insulin or when the body creates insulin but is unable to utilize it effectively. While there are multiple risk factors for this form of the diseaseincluding genetic predisposition and age-type 2 diabetes is most often associated with obesity and inactive lifestyles.
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Type 2 diabetes offers a particularly rich site to explore the connections between bodily practices and stigma: its linkage with 'poor lifestyle choices'-particularly 'bad' eating and exercise habits, and a lack of control-can work to discredit individuals for their supposed lack of self-care (Broom and Whittaker 2004) . To begin thinking about how this connection manifests in everyday interactions, consider the following example. One evening in April 2006 I attended a party at the house of a fellow graduate student in Columbus. At one point during the party, I started talking to a young, white surgeon who worked at a local hospital. When he asked me about my research interests, I offered a very brief answer to his question by saying that I wanted to explore how people make sense of their experiences with diabetes, particularly when they are diagnosed late in life and expected to make dietary changes. He asked me how I got interested in the topic, and I explained that I myself had type 1 diabetes. I also told him that I was struck by the personal narratives I had heard during "story circles" in January 2006, when performance artist Robbie McCauley visited Columbus and invited people with diabetes (primarily, though not exclusively, type 2) to share their experiences in a group setting. The surgeon began to talk about the diabetic patients he encountered in his own work, describing, for example, how some of them were so obese that several hospital staff members were required to move them. He explained, "I tend to have more sympathy for the type 1 diabetics I get than the type 2." When I asked what he meant, he explained, "A type 1 diabetic is just walking down the street and gets shot. A type 2 diabetic is in a gang, robs a liquor store, pulls a gun, and then gets shot."
This conversation was my initial entry point into thinking specifically about diabetes and stigma: the surgeon's reference to criminality provided a vivid example of the way diabetes discourse can link class, race, morality, and blame, situating type 2 diabetes and its complications as expected results of a series of bad choices. Looking more closely at references to type 2 diabetes in other communicative contexts, I quickly found that the ideas expressed by the surgeon did not exist in isolation. For instance, a saying attributed to Dr. Frank Vinicor of the Centers for Disease Control and Prevention (CDC)-one often quoted in health promotional materials and media stories about the disease-is "Genetics may load the cannon, but human behavior pulls the trigger." Such language shows us explicitly how discursive associations have formed between type 2 diabetes and what Erving Goffman calls "blemishes of individual character" (1963, 4) .
Significantly, the language of blame is also used by those without 'expert' status. Consider the following comments posted online in response to Tara Parker-Pope's 2009 New York Times piece, "The Voices of Type 2 Diabetes," which included videos of six people with type 2 diabetes talking about their personal experiences. Commenters remarked, "My grand daughter has diabetes type 1. At 13 she has to control her eating, exercise and constant monitoring. And at 13 she has fantastic control. All these people in pictures are over wwight [sic] . Where is your control? Don't cry sympathy from me." "More than 90% of type 2 diabetes cases can be prevented through proper diet and exercise. Got pity?" "How about a discussion of TYPE 1 diabetes, by people whose disease wasn't brought on by their lifestyles or anything they did. . ."
In these comments, lifestyle-or lack of control-is used to call attention squarely to individual choice as the source of blame. In her exploration of the development of knowledge and practices in health education and health promotion, Deborah Lupton explains that "[a]ll medical conditions are subject to moral judgments, based on such concepts as personal responsibility for illness and the patient's compliance with medical advice" (1995, 71) . Scholars such as Robert Crawford (1977 Crawford ( , 1980 have also examined how the growing rhetoric of 'lifestyle' and the personal responsibilities for 'at risk' behaviors gained political salience in the 1970s and '80s, leading to the stigmatization of people with so-called lifestyle diseases. As unhealthy living became causally linked to these diseases, daily practices (such as eating habits) came under the realm of medical authority though a process of what sociologist Natalie Boero terms "the professionalization of common sense" (2007, 52) . In this schema, the basic tenets of healthy living are simple, but individuals need guidance from health professionals to bring them back on track; 6 thus, healthy living becomes an issue of compliance. As Martha Balshem points out, however, " [L] ifestyle theories of disease tend to draw from constructions of sick or high-risk people as foolish, morally flawed, or ignorant" (1993, 24) . That is, the disease comes to be understood as a physical manifestation of problematic character traits.
When I shared the surgeon's words with an African American community health educator I interviewed three years later, she immediately responded, "It always seems to go back to race." While the surgeon did not identify particular racialized bodies in his comparison, this health educator recognized in his statement a built-in stereotyping of criminality as always already black. 7 Aside from the common representation of African American gangs in popular culture and mass media, the racialization implicit in the surgeon's words is also bolstered by the disproportionate rates of diabetes-related morbidity and mortality among African Americans. According to the 2011 National Diabetes Fact Sheet, diabetes is the seventh leading cause of death in the United States, and the risk of being diagnosed with diabetes is 77% higher among nonHispanic blacks compared to non-Hispanic whites. Ohio has been significantly affected by this growing epidemic among African Americans: according to the 2010 Ohio Diabetes Fact Sheet released by the Ohio Department of Health, the 2008 mortality rate of blacks was more than 84% higher than that of whites; earlier, in 2004, a Columbus Health Department survey had also shown that residents of the Near East Side, a predominantly low-income African American cluster of neighborhoods, were disproportionately affected by diabetes and its complications in comparison to other parts of the city.
In Stigma: Notes on the Management of Spoiled Identity, Erving Goffman begins his discussion with the body: he presents the ancient Greeks' definition of stigma as "bodily signs designed to expose something unusual and bad about the moral status of the signifier" (1963, 1) . Today, he argues, stigma refers more to a spoiled identity than to its corporeal evidence. While this historical change has shifted the basis of stigma toward discrediting attributes, Ann Ferrell reminds us that the physical body still remains a central site where stigma is perceived and experienced (2009, 211) . There are two ways to spoil an identity: one is to disclose bodily stigmata, and the other is to disclose discreditable information about the embodied individual. Type 2 diabetes becomes a site where both types of disclosures converge. In my casual conversation with the surgeon, we can see multiple engagements with the marked body, all of which get tied to stigmatizing attributes. We see the surgeon's presentation of his patients' bodies-often obese and suffering from complications related to diabetes-as experiencing the material effects of the blemishes of individual character so often associated with diabetes, including a lack of self-control. Additionally, through the reference to criminality, we see how blemishes of individual character become associated with specifically black bodies as well, highlighting how stigma is, in the words of Goffman, "really a special kind of relationship between attribute and stereotype" (1963, 4)-a relationship in which, at least in the case of diabetes, the body is always at the forefront. Though initially the disease may be visually imperceptible, its disclosure retroactively legitimates the perceived character flaws of the individual. 8 Goffman identifies three types of discrediting attributes: "abominations of the body," "blemishes of individual character," and "the tribal stigma of race, nation, and religion" (1963, 4) .
9 While Goffman introduces these types of stigma as distinct from one another, historian Keith Wailoo describes how all three have converged within African Americans' experiences of disease in the twentieth century, "designating hidden invisible taints. . . and thereby reinforcing broader prejudices and policies" that contribute to health disparities in the United States (Wailoo 2006, 533) . I would argue that the surgeon's reference to criminality also reveals a convergence of these three types of stigma, offering further support for Veena Das's claim that discursive formations of disease very often get "hooked into discursive formations of race and racism" (2001).
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In their article "Conceptualizing Stigma," Bruce G. Link and Jo C. Phelan argue that the term stigma applies when "elements of labeling, stereotyping, separation, status loss, and discrimination co-occur in a power situation" (2001, 367) . Indeed, in cases like diabetes, systematic devaluing of individuals associated with certain labels can have very real health implications (Saylor 1990) . At the structural level, for example, devaluation can restrict people's access to health resources, while at the individual level it can prevent people from seeking out the care they need (Link and Phelan 2001, 2006; Wailoo 2006) .
If, following Link and Phelan, we understand stigma as the outcome of a process, then it is worthwhile to draw a distinction between stigma (the effect) and stigmatizing storylines (the naturalized connection between label and stereotype that lays the foundation for the effect). I use the term storylines deliberately here: negative attributes associated with diabetes become connected to certain emplotments that are, in turn, projected onto the life stories of the stigmatized. For example, the surgeon imagined the life story of a type 2 patient as one typified by a series of harmful choices undeserving of sympathy, an idea he communicated to me by comparing such a patient to a gang member who tries to rob a liquor store. Stigmatizing storylines occur when stereotypical categories overdetermine individual identities. Dangers arise when the power differentials structuring the relationship between negative attribute and stereotype remain unquestioned.
Early Methodological Considerations
Reflecting upon my experience with the surgeon, it became clear to me that his choice of words was as much a commentary on the immediate discursive context as it was a synthesizing evaluation of his past work experiences. I doubt, for example, that the surgeon would have offered this comparison had I not told him that I had type 1 diabetes. As he told me about his experiences with type 2 patients, his comparison demonstrated that he differentiated my condition from theirs-and me from them. It is also doubtful, I believe, that he would have used such racialized imagery if I had been a person of color. With his choice of words, he situated me, his listener, in terms of stigmatizing binaries: innocent victim versus someone undeserving of sympathy.
This experience led me to consider the following questions as I conducted my fieldwork, particularly as I came into contact with African Americans who had diabetes: To what extent do people with diabetes discursively engage with diabetes-related stigma as they talk about their experiences with the disease? And how would my embodied presence influence others' discursive engagements? Following Aaron Turner's (2000) call for reflexive practices that take into account the researcher's physical presence in the field, I approached this second question as a methodological one, a move toward reflexively engaging with my own fieldwork and the data I collected during that process. Seeking to approach my field research as a project of "dialogue, performance and production" (Pool 1994, 239 ) in a range of settings, including one-on-one interviews, informal conversations, story circles, and more formal diabetes education classes and programs, I knew I was undeniably an active participant in these settings, never a mere observer, even when I sat silently.
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As I began conducting interviews and observing formal and informal diabetes health education events, I made a special point in my field notes to reflect on how my body occupied the space of my fieldwork encounters. For example, when I observed adult diabetes nutrition education classes, I noted where I sat in relation to the students in the class-sometimes at the large table where the students sat, and sometimes at a smaller table set up separately for observers-so that I could reflect upon how my body's positioning in that space influenced the informal conversations I had with the students during the break. I made a point to record the ways in which people would comment on the insulin pump hooked onto my waistband, and I would reflect on whether I thought that recognition was seen as a marker of identification (e.g., "I didn't realize you had diabetes, too!") or differentiation (e.g., "I've heard good things about the pump, but my insurance doesn't cover it"). Looking back at these field notes, it has become clear to me that my interest in my embodied presence was contained within what I deemed the realm of context; that is, I was documenting what I recognized as the significant details of my embodied presence in order to inform what I saw to be a more 'primary,' language-focused research question that I brought to these same encounters: How do people with diabetes respond reflexively to the stigma they encounter, and what discursive resources (such as genres, claims to authority, and strategies of resignification) do they draw upon in their responses?
This research question emerged partly in response to Link and Phelan's reminder that an understanding of stigma should extend beyond how passive victims manage spoiled identities, incorporating as well how "people artfully dodge or constructively challenge stigmatizing processes" (2001, 387), a point since echoed by others (Campbell and Deacon 2006; Howarth 2006) . Through a performance-based approach, I hoped to identify some of the strategies of resistance employed by people with diabetes in their conversations with me and, in the case of African American community activists and health educators, with fellow community members who either had or were at risk for diabetes.
In these settings, I expected to find critical engagements with the stigmatizing storylines of race and a lack of self-control, and I also expected that I would need to situate myself reflexively as a participant in these contexts. As my field research progressed, though, I found that my body was not contained in a clearly bounded realm of context and, moreover, that the reflexivity in others' performances and in my own methodological approach interacted in ways I did not anticipate. More specifically, I found myself encountering characterizations of my embodied self in the language of others' performative responses to stigma.
In the following sections, I offer examples of two such encounters during my field research, one that took place during a story circle led by performance artist Robbie McCauley and another that occurred during a one-on-one interview with a community member actively involved in fighting health disparities among African Americans. In both cases, I was the only non-African American in the room. In addition, although the settings and purposes were different in each case, both encounters included self-conscious responses to processes of stigmatization affecting African Americans with diabetes. In both cases, the speakers challenged these processes by reorienting the conversation away from individual attributes and toward larger systemic structures of inequality. At the same time, their incorporation of me into their performed challenges of stigma has led me to rethink some of the assumptions underlying my research-particularly in terms of methodological reflexivity, which I will discuss more fully in the final section.
"You didn't know that, huh?" On November 30, 2007, after a brief period of socializing and snacking on fresh fruits, vegetables, cheese, and crackers, eleven people were sitting in chairs arranged in a circle in the main room of the small Near Eastside Healthy Lifestyle Center (NEHLC), a community center that provided its Columbus neighborhood with health programming related to the prevention, diagnosis, and treatment of diabetes.
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Everyone had gathered to be part of a story circle facilitated by Robbie McCauley, a Boston-based African American performance artist who was conducting these circles with people whose lives have been affected in some way by diabetes. 13 In these story circles she created spaces where people could share and discuss their experiences with diabetes. In the process, McCauley facilitated conversations that engaged themes she was also exploring in Sugar, a solo work-in-progress that examines the interplay between her own personal experiences with diabetes and the experiences of African Americans more broadly (McCauley 2009). She had traveled to Columbus to perform Sugar at the Global Diabetes Summit in Columbus the following day.
14 McCauley had been to Columbus once before, in January 2006, when she was an artist-in-residence in the Departments of Theater and Geography at The Ohio State University. I was asked to assist with McCauley's 2006 visit by Marie Cieri, an Assistant Professor in the Department of Geography, who had previously worked with her as a producer. One of my duties was to participate in two of McCauley's story circles. The first, which took place at the Multicultural Center on Ohio State's main campus, was made up mostly of individuals who had some connection to the university, including staff, students, and faculty. The second took place at the Central Community House, a community center in Columbus; Cieri and I were the only non-African Americans to participate. In both circles, most people had type 2 diabetes. Diagnosed with type 1 diabetes at the age of 13, I had always viewed diabetes as an individual problemspecifically my individual problem-so I was immediately struck during the second circle by the ways individual experiences were incorporated into larger community narratives of illness.
When McCauley returned to Columbus in 2007, I volunteered to help with her visit, now ready to observe her work with the eye of a researcher. On November 30, 2007, I picked her up from her hotel and drove her to the NEHLC. The evening's other participants included community residents who had diabetes or who had family members with diabetes, three staff members of the NEHLC who were also community residents, and one physician. I was the only non-African American participant.
Once everyone was seated, McCauley introduced the basic principles guiding story circles. She explained that in the circle, all participants would have a chance to speak about their experiences, and the only rule was that everybody would listen respectfully when somebody was talking. She also explained that the story circles she facilitates usually start on a theme. The last time she was in Columbus, she had asked participants to talk about their dramatic experiences with diabetes, or "diabetes as drama." While people were free to talk about any topic in the 2007 circle, McCauley was especially interested in having people share how they had found out they had the disease.
At one point during the story circle, one woman began talking about her husband's difficulty taking care of his diabetes without health insurance, and she shared a story about how they had to consider the possibility of skipping his medications because they could not afford them. After the woman finished telling her story, McCauley looked at me and said:
Well, [turning to me] Sheila, [looking around the circle] would, when we did this before, I have to bring this up, [laughs] Sheila was helping the person responsible, and Sheila also has diabetes, and we were in a circle similar to this and sh-she said it couldn't, it hadn't occurred to her how hard it was for people in the circle, mainly who were African American, how hard it was to get diagnostic, diagnosis and care and so forth, and of course that brings up the whole subject of what we are looking at, at the caucus of disparities and diabetes, [referring to the community health event taking place the following day] but it was like, [laughs, looking back at me] you didn't know that, huh?
Beginning with the phrase "speaking of disparities," another woman then shared a story about a phone conversation she had with her son, who had been diagnosed with diabetes several years before. When she asked him what his hemoglobin A1c was, he did not know what she was talking about.
15 It was at this point that she learned that his doctor had never talked to him about his hemoglobin A1c levels, despite this indicator's importance in effectively monitoring blood glucose over a long period of time. McCauley replied, "It's those kinds of subtle things in diabetes that makes all the difference, because that's what it is. You don't feel like you're sick until it's too late." Her narrative is just one of many in this circle that developed the theme of health disparities experienced as a result of being stigmatized as African Americans.
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The story McCauley shared about my ignorance references four different contexts, all of which are important for understanding what took place during the exchange: 1) the story circle at the Central Community House in January 2006, referenced by McCauley in 2) the November 2007 story circle at the NEHLC, during a conversation about 3) health disparities faced by African Americans as a community, which is a topic that was to be addressed at 4) the community health event taking place the following day. Let me briefly sketch how each of these contexts-and its implications for meaning-becomes visible in the shape and content of her speech.
After a slight hesitation at the beginning of the stretch of discourse, McCauley addresses me directly by name ("Sheila"), before she starts to invoke the context of the earlier story circle ("when we did this before"). She then breaks frame, addressing me once again in the present: "I have to bring this up." Her quiet laughter accompanying this last phrase indicates a kind of awkwardness, an awareness of a social divide. It also sets up the story that follows as one that is at least somewhat humorous. The story returns to the frame of the earlier story circle as McCauley situates my role as a participant in that event. I am described as having two roles: the first is 'official' ("Sheila was helping the person responsible"), and the second is more personal ("and Sheila also has diabetes"). Next, McCauley explicitly draws a connection between the reported and the reporting context ("and we were in a circle similar to this"), which she reinforces later on when she describes the other participants as mainly African American. The reported speech in her story is communicated through indirect discourse: "and sh-she said it couldn't, it hadn't occurred to her how hard it was for people in the circle . . . how hard it was to get diagnostic, diagnosis and care and so forth." Next, she ties my words to the broader contexts of health disparities and the event where she will perform the following day. Her story ends with a question directed to me: "but it was like, [laughs, looking back at me] you didn't know that, huh?" This final line carries a kind of ambiguity, in that it is not quite clear to which frame the question belongs. Did she ask me that question at the time of the earlier story circle, or was it a new query, set in the frame of the present story circle? If the latter, who was the primary audience for that question? Me? The other participants in the story circle? She looked at me when she asked it, but as soon as she finished, another person immediately began a story about her own experiences, using the transitional phrase, "speaking of disparities"-indicating that McCauley's story about me, like the one shared by the woman before her, offered an example of factors contributing to African American health inequities.
The focus of McCauley's story is an instance of reported speech through indirect discourse, and I am the central character. Drawing upon the work of Deborah Tannen (1989) and Amy Shuman (1992) on the dynamic interrelationship between reported speech and the reporting frame, Gabriella Modan shows that "[t]hrough this relationship between the reported and reporting frames, speakers can take certain stances vis-à-vis the content or the utterer of the reported speech" (2007, 178) . As I will show in the discussion below, McCauley's use of reported speech-along with its connection to my embodied presence-worked to call critical attention to the processes by which African American health disparities remain unquestioned.
During the same period of time in which I was transcribing my recording of this story circle, I read the script of McCauley's 1994 performance piece Sally's Rape, enacted by McCauley and Jeannie Hutchinson, which deals with the experiences of McCauley's great-great grandmother, a slave who had two children by one of her overseers. As I read this script, I saw myself-and more specifically, the way that McCauley had responded to my embodied, white self-in the character of Jeannie. Under the section entitled "Players," the character Jeannie is described as "the one who plays the roles she's given and who sometimes erupts. She is a dancer who sings and acts. She is white" (1994, 218) . While a great deal of the piece consists of Jeannie playing herself and having conversations with Robbie onstage, she also slips in and out of playing other white characters, including Thomas Jefferson's wife, a slave dealer, and a white rape victim. Below is a section of the script in which Jeannie slips into and out of the persona of another white character: In this scene, the words of the Smith College graduate are channeled through the embodied presence of Jeannie. While she only takes on this persona for one line, distancing herself from the Smith College graduate the next time she speaks, the statement and what it represents-denial, lying, and/or stupidity-are intertwined with the visual image of her marked white body.
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Theatre scholars have examined in detail McCauley's uses of the body onstage and have identified the ways in which her body is a primary mode of communication in her performance pieces (Nymann 1999; Whyte 1993 ). According to Whyte, "[McCauley's] is at once a body saturated with memories of sensual experience, a text written by racism and bounded by family, history, and gender" (1993, 277) . After reading this play, I began to think about how the scene would have been different if McCauley had been onstage by herself, if the audience had not had the visual cue of Jeannie's body to ground the statement as a marker of particularly white denial, lying, or stupidity. In this scene, and in fact this whole play, the audience must engage visually with the racialized bodies onstage as they engage with the racial issues being addressed by the actors. The way Jeannie's body channels different types of discourses calls attention to the ways in which discourses are situated within and emergent from physical bodies. I see at least one significant similarity between Jeannie and myself: our marked physical bodies became communicative resources both amidst and within our respective contexts, the dialogues taking place on stage and in the story circle. In both cases, McCauley tied reported speech to physical bodies that were present in the immediate performance contexts; she tied the words of the Smith College graduate to Jeannie's body, and my past words to my embodied presence in the reporting context. The visibility of Jeannie's body and my own allowed certain things to go unsaid at the level of language (e.g., "She was white"), while other positioning characteristics that were not visible were specifically identified (e.g., "a US History major who'd graduated from Smith College," "Sheila was helping the person responsible," "Sheila also has diabetes").
Thinking about McCauley's story in relation to the scene from Sally's Rape, I began to recognize the role played by my physical body, one in which the lines between reported and reporting contexts converged, past conversations were brought to bear on the present moment, and the immediate performance context was connected to larger social structures. McCauley drew on my present body-one marked as both white and diabetic-as a communicative resource in the reporting context; she used my words to demonstrate the types of (denying, lying, or dumb) discourses that contribute to, or at least naturalize the presence of, health disparities.
"Come on, Sheila. Come live on the Near East Side!"
McCauley returned to Columbus in March 2009 to conduct two more story circles; she also performed Sugar at the Department of African American and African Studies (AAAS) Community Extension Center located on the Near East Side. One participant in one of these story circles was Bill Thompson, a community resident actively engaged in fighting health issues within the African American community of central Ohio.
18 After McCauley's visit in March 2009, I contacted Thompson, along with several other story circle participants; I described my research project and asked them if they would be willing to talk to me about their thoughts on McCauley's performances and story circles. Thompson was one of those who graciously agreed to talk with me, and we made arrangements to meet at his house on a Saturday afternoon. When I showed up, several visitors were sitting in his living room. He introduced me to them and to his wife, explaining that I was there to talk about McCauley's performances. As they said goodbye to one another, he invited me to sit on the couch. When I asked permission to audio-record our conversation, he responded, "Oh! So this is a SERIOUS interview!" He then agreed and, as I pressed the record button on my small digital recorder sitting on the coffee table between us, he said, "So, Sheila, what would you like to know?" I began by asking Thompson about his impressions of the performances, as well as how they might contribute to the kind of community work he was already doing. He replied:
Bill Thompson [BT]: Sheila, I tend to speak with a voice that deals with issues of African Americans and health ((Sheila Bock [SB]: Mmhmm)) because everybody else deals with their particular concerns ((SB: yeah)) and the African American voice as it relates to chronic disease is really underrepresented ((SB: yeah) ) and what I think that people like Robbie and people like myself do is bring a lot of attention to chronic disease that affects African Americans, not minorities ((SB: Mmhmm)) but African Americans, because when you look at the conditions of chronic disease like diabetes, African Americans are the leaders in terms of the prevalence of the disease, and the morbidity and the mortality of the I then asked, "You had mentioned during the story circle your part in getting the Near Eastside Healthy Lifestyle Center started, so those were the types of issues you were interested in addressing, right?" He began to tell me how his own diagnosis with type 2 diabetes led him to become involved in community health issues, and he explained how his own experiences showed him the importance of spreading the word in the community:
I was able to kind of think about and look at the research that had taken place that involved lifestyle changes. And there is nothing in the black community that supports healthy lifestyle living. All the messages you see, if you go down five, six blocks you'll see cigarettes and you'll see hard alcohol advertised, but you don't see anything in the African American community that speaks to living healthy . . . My argument has always been [that] for a suburban community, the infrastructure for being healthy is already built into that area, that you have grocery stores that have cooking classes, that you have schools and rec centers that promote physical activities and that there is a health tax for people who live in urban communities because we don't have those same infrastructures in place, so you know I tell anybody it's not that black folks are not predisposed to being healthy, it's that if I bring white folks in the urban setting with what's not here, they'll be unhealthy, too. And so the issue is that if you look at the urban setting, the impact is on people of color because that's where they reside. But if, you know, I wouldn't necessarily promote, this area here has the highest diabetes rate in the state. "Come on, Sheila, come live on the Near East Side!" You'd be like, [shaking his head] "No, Bill!" [laughs] and so those kinds of issues are issues that have to be addressed.
In this interaction, Thompson calls attention to the external forces (rather than internal attributes) that cause widespread rates of diabetes among African Americans. Like McCauley, he incorporates reported speech-"Come on, Sheila, come live on the Near East Side!" "No, Bill!"-into this discursive response to stigma. This rhetorical move, however, differs from McCauley's in at least one significant way. Thompson makes no claim that the event he describes has actually happened.
Rather, he quotes from an imagined, hypothetical conversation. In the process, he demonstrates how speech reported using direct discourse is less a matter of faithful representation and more a "constructed dialogue" meant to comment upon the present communicative context (Tannen 1989, 103) .
This hypothetical exchange, in fact, highlighted for me a convergence of personal and political modes: Thompson shaped his words to position himself in relation to me in a situated encounter; at the same time, he used imagined dialogue to prove a broader point about how structural inequalities shape health disparities. The me 'quoted' in his speech recognizes and shuns those structural and physical differences. Alessandro Portelli reports a similar discursive strategy in an oral history interview with Reverend Hugh and Mrs. Julia Cowan, an African American couple from Harlan County, Kentucky. In that interview, Mrs. Cowan said, "[A]lthough you might not have done a thing in this world to me, but because you're white, of what my parents said . . . I don't trust you, you know . . . There's gonna always be a line." Thoughtfully reflecting on this interaction, Portelli writes:
In saying, "I don't trust you," she is ostensibly, and perhaps intentionally, speaking in general terms, using the impersonal you. But I could not help feeling that this broad, political mode was indissolubly twined with a very personal, immediate mode: she was talking in general, but she was also talking to me. (1997, 37; italics in original) The metaphoric line invoked by Mrs. Cowan has a literal form in Thompson's discussion: it is a geographical boundary that separates the Near East Side from other parts of Columbus, structures different lifestyles, and has very real health implications.
The more I reflect upon Bill Thompson's words, the more I see similarities between them and the rhetorical moves made by Robbie McCauley in the story circle I describe above. What we see in both encounters is not stigma management, as Goffman discusses, but rather a critical engagement with stigma as a process rather than merely an outcome. In these examples from my fieldwork, McCauley and Thompson do not respond directly to explicitly stigmatizing language such as that employed by the surgeon. Rather, they communicate an underlying understanding that stigma is not merely a product of sinister intentions, but a process in which I-along with other members of the category I represent-have been complicit.
It is important to acknowledge here that in both of these instances, my body indexed a particular subjectivity that extended beyond race and entered into issues of class as well. Obesity and its resulting health issues are prevalent among white working-class people who also find themselves in stigmatizing storylines. When my whiteness is implicitly invoked in the examples I present here, I am constructed as the other on many levels, including those based on class, neighborhood, and affiliation with the university. In these encounters, then, I am explicitly marked as the unmarked, as one who does not find herself the subject of stigmatizing storylines. Ultimately, then, through multiple framings, I am engaged with as both an embodied presence and a discursive category, an audience member and a communicative resource. As a result, it has become impossible for me to look at others' situated responses to the processes of stigma formation and maintenance without considering my own role in shaping those processes.
Contextualization and Methodological Reflexivity
Encountering myself in the performances described above has contributed to my understanding of both the rhetorical strategies people employ to challenge stigmatizing storylines and the broader discursive forces that keep these storylines in place. At the same time, attending to the practices of contextualization in these performances has led me to attend more critically to yet another form of contextualization in my research and analysis: methodological reflexivity. Since the "reflexive turn" in ethnographic disciplines, scholars have generally agreed that fieldworkers need to be mindful of how their practices of fieldwork, interpretation, and representation shape their understandings of field data.
19 However, the term has come under scrutiny by scholars examining power dynamics embedded in and emerging from fieldwork encounters and their representations. Wanda Pillow, for example, looks critically at "the role of reflexivity as a methodological tool as it intersects with debates and questions surrounding representation and legitimization in qualitative research" (2003, 176) . She joins others in questioning the link between reflexivity and 'better' research and the assumptions underlying its use as a methodological tool. One of Pillow's critiques is that self-reflexivity is often framed as a kind of "confession," allowing the researcher to present a "catharsis of self-awareness" that is presented unproblematically as a solution to the problems of representation (181).
In other words, the hypervisibility of the researcher in her presentation of her fieldwork can actually work to obscure and perpetuate the unequal power relations shaping fieldwork encounters, even while purporting to do the opposite.
Pillow's critiques of reflexivity intersect in interesting ways with the work of Charles Briggs, who asserts that "[w]e cannot relegate the politics of scholarship to some peripheral realm of 'reflexive' inquiry, to excuse business-as-usual research from the task of examining the social and political underpinnings of the terms and contexts of its uses" (1993, 388) . While Briggs focuses on how the metadiscursive construction of invisibility naturalizes the scholar's textual authority, 20 key points of his argument also extend to the hypervisibility of the researcher created through practices of self-reflexivity. Briggs explains that a scholar's authority in representations of fieldwork is based on a clear distinction between texts and contexts, and he identifies specific problems with the common tendency to approach texts and contexts as separate categories of analysis. His critique of the text/context divide-a divide especially relevant to the methodological exercise of reflexivity-is that categorically separating the two "makes it possible to avoid dealing with race, gender, social class, politics, history, or whatever other considerations one may wish to exclude" (407), subsequently making it possible to hide the power dynamics informing and emerging from the research process.
While their arguments focus on different modes of scholarly representation, both Pillow and Briggs illuminate how the authority of a scholar's interpretations depends very heavily on a text/context divide. Bringing Pillow's and Briggs's ideas together reveals that when reflexivity is used as a methodological practice, it becomes an exercise in which key elements of the context are constructed by the researcher. Put another way, situating reflexivity as a methodological exercise reifies distinctions between (1) the texts scholars represent and analyze, and (2) their contexts as frameworks of interpretation. The scholar situates herself in the domain of context, and audiences understand this context to be a framework for more clearly comprehending the topic of research. Consequently, this text/context divide makes it possible to differentiate the interpretive work we (scholars) do and the interpretive work they (the people we study) do, sorting scholarly interpretations and vernacular interpretations into separate, hierarchically ordered categories of analysis.
Like both Pillow and Briggs, however, I do not think that fieldworkers should stop considering and writing about the roles they play in the research process. I also acknowledge that the representations of my fieldwork encounters in this article have been heavily shaped by my own attempts at thoughtful self-reflexivity, and thus are not exempt from the critiques I present here. But in offering my own reflexive engagement in the previous pages not as models to follow but as examples that are useful to "think with," I join Briggs, Pillow, and other scholars in calling for increased critical attention to the assumptions underlying our work as researchers.
The discursive moves of scholarly differentiation and ranking can be especially problematic when working with stigmatized groups and individuals. Stigma, after all, results from the construction and maintenance of boundaries between those who are stigmatized and those who are not. As I discussed earlier, diabetes-related stigma occurs as the outcome of a process stemming from structures of inequality that extend well beyond the particular times and spaces in which people experience stigma at the individual level. As such, intervention in this process needs to involve strategies for disrupting the discursive mechanisms by which these structures of inequality are naturalized and remain unquestioned. In the process of offering their own interpretations and analyses structured by the text/context divide, researchers may frame the performances of stigmatized individuals more as expressive objects than as spaces of interpretation and critique, thereby running a very real risk of devaluing the authority of these perspectives. Such mechanisms of devaluation can consequently contribute to broader discursive forces keeping power differentials and stigmatizing storylines in place.
Even though I sought to take my analysis beyond a simple text/ context divide by identifying strategies of contextualization in the performances I encountered, my attempts to situate my own role in these encounters were structured by this very same divide. I initially situated the performers' reflexivity in the domain of text, while I understood my own self-reflexivity to be in the domain of context. Had I not encountered performed characterizations of myself-characterizations that blurred any clear-cut boundary between these two domains of analysis-I do not know if I would have recognized that this foundational assumption structured my research.
As it happened, seeing myself performed by my interlocutors led me to some insights about the relationships between the performers' goals and my own. McCauley, Thompson, and I all seek to call into question the stigmatizing storylines associated with diabetes. We realize that stigma emerges from very specific contexts, and we understand these contexts to be constituted at the level of discourse and thus open to change. In our efforts to contribute to such changes, we draw upon each other, transforming present bodies into discursive resources in our attempts to validate the legitimacy of our interpretations. The ways we have crafted interpretive frameworks for one another, however, do different types of work for the project of de-stigmatization. McCauley's and Thompson's contextualizing practices call attention to the larger structures of inequality that leave unquestioned the boundaries created during the process of stigmatization. Mine, unwittingly, may naturalize these same boundaries. However, as researchers, explicitly questioning the dichotomies structuring our scholarly engagement with stigmatized individuals and communities increases the likelihood that we will be able to participate more productively in the work of de-stigmatization.
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4. Gestational diabetes is another form of the disease; it occurs temporarily during pregnancy for some women. Although this form is temporary, women with gestational diabetes are more likely to develop type 2 diabetes later in life.
5. These comments on Parker-Pope's article (2009) 6. For an insightful analysis of the interplay of medicalization, common sense, and the emergence of a folk tradition, see Heimerdinger 2011. 7. Indeed, her response resonates with philosopher George Yancy's words in Black Bodies, White Gazes: The Continuing Significance of Race: "From the perspective of whiteness, the Black body is criminality itself" (2008, xvi; italics his).
8. I would like to thank the anonymous reviewer for helping me articulate this point.
9. For Goffman, "abominations of the body" refers to physical deformities; "blemishes of individual character" to invisible flaws such as weak will; and "tribal stigma" to membership in stigmatized groups.
10. See Briggs 2005 , Briggs and Mantini-Briggs 2003 , and Goldstein 2001 for folkloristic examinations of similar issues.
11. A student of Johannes Fabian, Pool built upon Fabian's approach toward ethnography as a performative rather than an informative endeavor-that is, as a process in which meaning is produced rather than one in which preexisting information is accessed and documented (e.g., Fabian 1990 14. For more in-depth examination of the performance piece Sugar, see Chapter 2 of Carr 2007.
15. The hemoglobin A1c test measures a person's average blood glucose levels over an approximate three-month period. For people without diabetes, the normal range is 4.0-6.0%. For people with diabetes, the goal is less than 7.0%.
16. As the 2007 story circle session proceeded, several participants-particularly McCauley and staff members of the NEHLC-worked to tie individual experiences into a more 'collective' African American experience. For example, the "I" in McCauley's recounting of her own experiences slipped into a "we" when she said, "We [African Americans] are especially creative around spirituality." At another point during the circle, the conversation turned to physical activity levels among children: participants commented that today's kids were much less active than their peers in earlier decades. One woman recounted playing until dark and knowing it was time to come home when the street lights came on, and one of the health educators responded, "That's an African American homewhen the street light comes on, you better come in!"
17. The phenotype of whiteness, then, indexes categorical characteristics of white subjectivity.
18. "Bill Thompson" is a pseudonym.
19. Folklorists have made valuable contributions to our understanding of the practical and theoretical issues of situating oneself and one's motives in the fieldwork encounter. See, for example, Lawless 1993 , Najéra-Ramírez 1999 , Paredes 1977 , and Sawin 2004 20. Briggs defines metadiscursive practices as "the methods used in locating, extracting, and interpreting various forms of discourse" (1993, 388) . He focuses his discussion specifically on the ways folklore scholars attempt to present 'authentic' performances of the folk as spoken to the folk, "erasing the role of the scholar in the production of folkloric texts" (411). He argues that this rhetoric of authenticity depends on the constructed absence of the fieldworker, and that the metadiscursive practices creating the fieldworker's invisibility in the production of texts ultimately reinforce the researcher's scholarly authority, naturalizing the ability to speak about and on behalf of the performers and the performance texts being represented.
